The presentation of two cases of veno-occlusive priapism, in patients of 36 and 58 years, in whom the different medical and surgical techniques employed, failed. The suspicion that high-flow priapism had been provoked by said surgical intervention was confirmed by bilateral arteriographs of the pudendal artery. The treatment, selective embolisation of the affected cavernosal artery with reabsorbable material, led to a rapid return of penile detumescence.
Introduction
Priapism is defined as a prolonged erection of the penis with no relation to sexual stimulus. The erection is typically limited to the corpora cavernosa without affecting the corpus spongiosum. There are two classes of priapism, veno-occlusive, caused by low blood flow, characterised by being painful and, due to its ischemic component, brings with it the risk of causing a fibrosis of the corpus cavernosae, and impotence, if not resolved quickly. High-flow priapism generally follows a perineal trauma and, as it is nonischemic, it does not cause pain, neither does it generate fibroses nor lead to impotence.
Nevertheless, when treating a veno-occlusive priapism using cavernosal shunts, there is a possibility that the cavernous artery be accidentally lacerated, creating an arterial-lacunar fistula. This can convert what was initially a veno-occlusive priapism into in an arterial priapism.
Clinical cases

Case 1
Male, 36 years, treated with psychoactive medication, presented a priapism of 24 h duration. Gasometry of blood from the corpora cavernosa confirmed a veno-occlusive priapism. The corpora cavernosa were drained through the balanoprepucial area using large bore needles followed by irrigation with physiological saline solution. On the failure of this treatment, we moved to intracavernosal injection of alpha-adrenergic agonist (10 mg Metoxamine diluted in 5 ml of physiological saline solution), with satisfactory result initially. The erection returned however, 30 min later, and it was decided to perform a cavernosal-glandular shunt (Winter's procedure). As the improvement lasted only a few hours, a cavernosal-spongiosum shunt (Quackel's shunt) was performed. Even though it was not a full erection, the priapism was still present after 24 h. A selective bilateral arteriography of the pudendal arteries revealed the presence of a right side, arterial-lacunar fistula ( Figure 1 ). The damaged artery was embolised using a reabsorbable gelatine sponge material (Figure 2 ), which resulted in an immediate detumescence.
Case 2
Male, 58 years, obese, with a history of diabetes, arrived at the clinic with a priapism of more than 24 h duration. Gasometry of blood from the corpora cavernosa indicated a veno-occlusive priapism. The corpora cavernosa were drained through the balanoprepucial area using high caliber needles, followed by irrigation with physiological saline solution and the administration of 10 mg Metoxamine, diluted in 5 ml of physiological saline solution, which initially produced an improvement in the symptoms. After a few hours, the priapism returned. A cavernosal-glandular shunt (Winter's procedure) was performed. The reappearance of the symptoms after a few hours meant applying a new bilateral cavernosal-spongiosum shunt (Quackel's shunt). The only partial improvement of the priapism led to the suspicion of an arterial-lacunar fistula, for which a selective arteriography of the pudenda (Figure 3 ) was performed. On confirming these suspicions, the right-hand cavernosal artery was embolised with reabsorbable gelatine sponge material (Figure 4) , the symptoms disappearing just a few minutes later.
Discussion
A veno-occlusive priapism is generally resolved by aspiration, and irrigation with physiological saline solution, of the corpora cavernosa, requiring on many occasions the intracavernous administration of alpha-adrenergic agonists. When these treatments fail, it is necessary to fall back on surgical techniques, in the first instance, using cavernosal-glandulars shunts, and if these fail, using cavernosal-spongiosum or cavernosal-venous shunts. The real problem arises when, after applying these techniques, the priapism returns. This should lead to the suspicion of a possibly high-flow priapism typical of perineal traumatisms. 1, 2 In this case however, it is secondary to the preceding surgical interventions that will have produced one or more cavernous lacunar fistulae, transforming the ischemic priapism into a high-flow nonischemic priapism. [3] [4] [5] The use of a color Doppler sonograph can clarify if this is the case, but selective arteriography of the pudenda is the technique that confirms the diagnosis (even if in some cases it is difficult to see the cavernous-lacunar fistula). The best treatment in our opinion, and the one we used with these two patients, was embolisation of the damaged artery with reabsorbable gelatine sponge material. An identical procedure can be found in the literature related to similar cases of transformations from veno-occlusive priapism to high-flow. 3, 4 In the cases of high-flow priapism, following perineal traumatism, nonreabsorbable materials, for example platinum coils have also been used 6, 7 as well as ligature of the cavernous artery, 8, 9 techniques that should be kept in mind.
The high-flow condition that follows the treatment of a veno-occlusive priapism is a variation of high-flow traumatic priapism. It should be considered in the differential diagnosis of those patients with veno-occlusive priapism, in whom treatment fails.
With regard to the restoration of sexual functioning, this depends for the most part, on the venoocclusive phase, given that in this phase fibrosis of the corpora cavernosa can occur, with the resulting degree of impotence. The treatment of high-flow priapisms using superselective transcatheterial embolisation has been shown to have no effect on the recovery of sexual functioning. 1 
